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Abstract
Congestive heart failure is increasing in incidence, 
prevalence, and mortality in a rapidly growing American 
geriatric population. Therefore, the purpose of this 
descriptive study was to identify, examine, and describe 
the health beliefs of elders with congestive heart failure 
(CHF). It is believed that health beliefs influence health 
or illness behavior. This study explored the health 
beliefs of elderly patients with CHF residing in Northeast 
Mississippi. The research question was what are the health 
beliefs of elderly clients with congestive heart failure? 
The sample consisted of 32 subjects aged 65 and older who 
were clients of a home care agency. The Health Perceptions 
Questionnaire (HPQ) by Ware (1976) was utilized to 
identify health beliefs. Descriptive statistics were used 
to analyze the data. The findings of the study indicated 
that elders in the study had more positive than negative 
health perceptions. Most (75%) subjects scored in the 
medium range on the HPQ. The implications for nursing 
include the need to educate nurse practitioners on methods 
to improve the health beliefs of elderly sick patients.
The nurse practitioner should assess the health beliefs of 
clients in his or her practice and use this information to
iii
individualize care. The nurse practitioner should 
emphasize and implement health promotional programs. 
Recommendations for further research should include the 
following: (a) a larger elderly population in different
geographical areas, (b) nurse practitioner programs need 
to prepare nurse practitioners on how to use health 
beliefs of clients to promote health, (c) determine health 
care practices and needs of the elderly with congestive 
heart failure in relation to elderly individuals without 
CHF, and (d) include qualitative research methods.
IV
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Congestive heart failure affects over 2.3 million 
Americans (Miller, 1994). Despite considerable advances in 
the diagnosis and management of congestive heart failure 
(CHF), mortality from CHF has increased since 1980 
(Gillum, 1993). According to Moser (1996), congestive 
heart failure has been considered a major public health 
problem in cardiovascular medicine. It has received such 
tribute because it is the only cardiac condition in which 
prevalence and incidence are increasing and because of the 
considerable morbidity and mortality associated with the 
diagnosis.
The impact of CHF is particularly difficult among the 
elderly. The emotional and economic burdens associated 
with the syndrome lead to functional disability, long-term 
medication therapy, and frequent hospitalization (Gillum,
1993). Death rates have increased with age, and southern 
states are particularly affected (Gillum, 1993). Gillum 
(1993) examined national statistics on heart failure. 
Alabama has the highest rate followed by Arkansas,
Kentucky, Louisiana, Mississippi, and Texas. Also death 
rates are higher in males than females and in blacks than
2
whites. In 1990 there were an estimated 722,000 
hospitalized patients whose primary diagnosis was heart 
failure. Of these, 575,000 were older than 65 years of 
age.
Individuals with CHF tend to have complex medical 
regimens. Many studies have been conducted on poor patient 
compliance with their health regimens. Very little is 
known about sufficient motivating factors which make 
health issues a primary concern or allow one to have some 
interest in health matters.
Significance of the Problem
As one of the leading causes of mortality and 
morbidity, CHF represents a major public health problem in 
the United States, accounting for more than 1 million 
hospital stays and $8 billion annually for its treatment 
(Konstam, Dracup, & Baker, 1994). It is likely that 50% of 
all patients diagnosed with this syndrome will die within 
5 years from the onset of CHF (Konstam et al., 1994).
Heart failure is second only to hypertension as the 
leading cardiovascular cause for primary care visits 
(Gillum, 1993). CHF is the only major cardiovascular 
disorder that is increasing in incidence with 400,000 new 
cases occurring each year (Miller, 1994), which contribute 
to the increase in hospitalization for CHF. CHF is the 
most common cardiovascular discharge diagnosis for elders. 
The highest readmission rate to hospitals (40% to 57%) for
3
patients with CHF is among patients over age 65 years 
(Sullivan & Hawthorne, 1996).
Understanding how CHF has been defined is crucial to 
an accurate interpretation of this condition.
Unfortunately, there is little agreement about the 
definition of CHF. Traditionally, it has been defined as 
the inability of the heart to deliver enough blood to 
peripheral tissues to meet metabolic demands (Miller,
1994). Ischemic heart disease is currently the most common 
cause of CHF (Garg, Packer, Pitt, & Yusuf, 1993). The 
diagnosis of CHF is based on right, left, or biventricular 
failure.
The most common symptom of CHF is dyspnea, often 
exertional at first, and progressing to dyspnea at rest. A 
chronic nonproductive cough is more subtle and often 
overlooked. Additional subjective findings include memory 
impairment, anorexia, peripheral edema, abdominal 
distension, and weakness.
Although advanced age and overt coronary heart 
disease are the principal risk factors of CHF, there are 
more subtle predictors which include hypertension, 
diabetes, cigarette smoking, and obesity. Hypertension is 
a major risk factor since it increases risk for 
development of CHF by about threefold. Diabetes 
predisposes patients to CHF because it is associated with 
accelerated coronary atherosclerosis, hypertension, and
4
obesity. Diabetes also appears to damage the myocardium 
directly. Cigarette smoking and obesity have been found to 
be associated with CHF but to a lesser degree. The 
presence of multiple risk factors in the same individual 
dramatically increases the risk for CHF. Therefore, 
strategies toward early identification and subsequent risk 
factor modification for prevention of heart failure must 
address all these factors (Kannel & Belanger, 1991).
Successful management of CHF often requires patients 
to make major lifestyle adjustments. Pharmacological 
regimens may incorporate multiple medications that 
patients must take two or more times daily. Dietary habits 
and activities of daily living (ADL) require modifications 
that may conflict with patients' desires, traditions, and 
culture. Symptoms of heart failure must be monitored so 
that prompt treatment is obtained and severe deterioration 
requiring hospitalization is prevented. Finally, patients 
must adjust to the psychological burden of living with new 
limitations and the knowledge that life expectancy may be 
shortened (Miller, 1994). Therefore, accurate and rational 
beliefs about health can motivate a person to assist with 
his or her care. When patients fail to adequately manage 
their medications, diet, and ADL, as well as fail to 
monitor symptoms, and understand their prognosis, they 
will have a decreased quality of life, unnecessary 
hospitalizations, and premature death.
Theoretical Framework
The theoretical framework that was used to support 
this study is Becker’s Health Belief Model (HBM). This 
model was developed in an attempt to explain or predict 
preventive health actions, medical care utilization, delay 
in seeking care, and compliance with medical regimens 
(Becker, 1974) .
The HBM hypothesizes that health- related actions 
depend upon the occurrence of four factors. The first 
factor is health motivation or the degree of interest in, 
and concern about, health matters in general. The second 
factor is susceptibility. It is the perceptions of 
vulnerability to the particular illness (or to its 
sequelae). Severity is the third factor which includes 
perceptions concerning the probable seriousness of the 
consequences of contracting the illness or of leaving it 
untreated. The final factor includes the belief that 
following the recommended health regimen would be 
beneficial in reducing the perceived threat weighed 
against an estimate of what barriers might be involved in 
undertaking the recommended action; the barriers may 
include financial expense, physical and/or emotional 
discomfort, inconvenience, and possible side effects 
(Rosenstock, Stretcher, & Becker, 1988).
The one dimension pertinent to this study is the 
patient's interest or concern about health matters. The
6
HBM is concerned with the subjective world of the 
individual. Modifying factors (demographic, 
sociopsychological, and structural) are thought to affect 
the likelihood of health actions only indirectly but do 
have a direct influence on individual beliefs (Janz & 
Becker, 1984).
CHF in elders is a permanent and long-term illness. 
CHF is often associated with some degree of nonreversible 
pathological alteration and is often characterized by 
disability and associated with psychological and 
physiological consequences. Therefore, some elderly 
individuals perceive CHF as a hopeless situation. Others 
consider living with this illness as another of life's 
challenges to be mastered; consequently, it is important 
to determine each patient’s beliefs of health (Moser,
1996).
Assessing the patient's understanding of CHF and its 
treatment is crucial to assisting the patient with the 
task of managing a sometimes complicated medical regimen. 
The nurse practitioner should determine the patient's 
beliefs of the health problem and any actions or 
activities that make the problem worse as well as actions 
or activities that will make the problem better. It is 
essential that health care professionals discover what 
medical emergency requires visitation to an office or 
hospitalization means to each elderly patient. Visits to a
7
health care provider may be viewed by some as an 
unpleasant interruption in life while to others it is an 
opportunity to receive care in a safe environment.
A person's attitude and beliefs are the focus of 
Becker's HBM. The beliefs of individuals will influence 
one's willingness to seek and accept help and are 
important determinants of healthy behavioral practices.
The healthy behavioral practices are illustrated through 
lifestyle changes on the part of the patient. Treatment of 
heart failure is usually expected to be lifelong in the 
elderly. The longevity of the disease, impaired physical 
functioning, and changes in psychosocial conditions can 
increase the probability of poor attitudes about health. 
Therefore, the purpose of this study was to determine 
health beliefs of individuals with CHF.
Primary care providers, specifically family nurse 
practitioners, must play a key role in investigating the 
elderly patient's interest or concern for health matters 
considering sociocultural factors. The nurse 
practitioner's next role is to provide intensive patient 
and family education about the heart failure regimen. 
Guidance should be about symptom management and 
pharmacologic and nonpharmacologic therapy. Discussions 
should be designed to help patients arrive at realistic 
expectations about the risks and benefits of various 
treatment options and about prognosis. Thus, the goals of
8
prevention of progression of existing dysfunction and of 
new myocardial damage, prevention of frequent 
exacerbations, relief of signs and symptoms, and 
improvement in survival are achieved when the patient and 
family are well informed and are actively involved in the 
plan of care (Moser, 1996).
Assumptions
The assumptions of this study were the following :
1. Elderly persons with CHF have beliefs about 
health.
2. Health beliefs can be identified and measured.
Purpose of the Study
The purpose of this study was to identify, examine, 
and describe the health beliefs of elders with CHF.
Statement of the Problem
The problem explored was to determine the health 
beliefs of the elderly with CHF who are 65 years of age 
and over.
Research Question
What are the health beliefs of elderly clients with 
congestive heart failure?
Definition of Terms
Health beliefs : An expression of attitudes as 
illustrated by the concern for a disease and preventive
9
behavioral practices (Mosby's Medical, Nursing, and Allied 
Health Dictionary, 1994). For this study, health beliefs 
were measured by the Health Perceptions Questionnaire. The 
items on the Health Perceptions Questionnaire measure 
general health and feelings. The content of the Health 
Perceptions Questionnaire included past, present, and 
future health, the acceptance of illness as a part of 
life, health concerns/worries, the tendency to reject 
sickness, and attitudes regarding visitation to the doctor 
(Ware, 1976).
Elderly clients: older individuals. For this study, 
elderly clients are individuals 65 and over.
Congestive heart failure : the inability of the heart 
to deliver enough blood to peripheral tissues to meet 
metabolic demands (Miller, 1994). For this study, CHF is a 
condition that has been diagnosed by a physician or nurse 
practitioner and recorded in the patient's medical record.
Summary
This chapter presented congestive heart failure as a 
major health problem to the elderly. Risk factors for 
congestive heart failure and how elders are affected by 
these factors were explained. Because health care dollars 
are less available, health care providers are focusing on 
health promotion and disease prevention. The HBM provides 
the nurse practitioner with insight into health related 
behavior and the individual's beliefs about health.
Chapter II 
Review of the Literature
Researchers have focused on pharmacologic 
interventions in the treatment of heart failure because 
this therapy has resulted in dramatic reductions in 
mortality and morbidity rates associated with heart 
failure. Much of the literature has also included topics 
on compliance issues; however, there is a lack of research 
dealing with the sociopsychological, demographic, and 
structural issues as they relate to health beliefs in the 
elderly with congestive heart failure (CHF). Since there 
was a limited amount of literature identified on health 
beliefs in adults with CHF, much of this literature review 
will focus on general health beliefs.
Smith, Plawecki, Houser, Carr, and Plawecki (1991) 
sought to identify perceptions of age and health status 
among black elderly adults. Ten black men and 10 black 
women ages 65 and above were the subjects for this 
descriptive study. The participants resided in a suburb of 
a large southern metropolitan area. The most common 
medical problems of the subjects were arthritis, high 
blood pressure, and heart trouble. The subjects were 
selected through a convenience quota sampling method. The
10
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subjects were then interviewed at their convenience, with 
each interview lasting on average of 30 minutes. The 
purpose of the study was explained to each participant 
during the interview.
Smith et al. (1991) examined the responses related to 
individuals feeling physically younger than their actual 
chronological age. Results revealed that 60% (n = 12) of 
the participants felt physically younger than their 
chronological age. Responses from the perceived mental age 
revealed similar findings. Eleven respondents (55%) stated 
they felt mentally younger than their actual age.
The health status of the participants was also rated 
using a 4-point scale, with 4 (excellent), 3 (good), 2 
(fair), and 1 (poor). The average health status score for 
the women was 2.8 and for the men 2.4. The men and women 
who reported feeling physically younger and who felt 
mentally younger had health status scores ranging from 2.8 
to 3.0.
The researchers concluded that a greater percentage 
of this sample of elderly black participants perceived 
themselves as mentally or physically younger than their 
chronological age. Age self-perception seemed to be 
directly related to perceived health status. Individuals 
who felt younger rated their health status as better.
Thus, the researchers concluded that a relationship exists 
between perceived age and health status.
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Recommendations by the researchers included using 
these results to plan more appropriate self-care 
activities in the practice area. It was suggested that 
future research include biopsychosocial and religious 
strengths that may enable survival with an optimistic 
perspective.
Davis et al. (1991) sought to ascertain elderly 
clients' health beliefs and preferences for services. The 
purpose of this study was to investigate the health 
beliefs and practices of older adults residing in a rural 
area.
An interview guide was developed by the research team 
to explore the concept of client singularity. The 
interview guide elicited demographic information and facts 
related to subjects' specific health beliefs and 
practices. Prior to implementing this study, the interview 
guide was pilot tested and refined by the researchers.
A sample of convenience (N = 31) was recruited in a 
variety of ways. Some subjects were known by members of 
the research team, whereas others were attained through 
contacts with senior citizen groups. Subjects were 65 
years or older, had no obvious cognitive impairments, were 
not institutionalized, and resided within the study areas.
Most of the interviews were conducted in the 
subjects' homes; however, some were conducted in senior
13
citizen centers. Interviews were tape-recorded and ranged 
from 30 to 60 minutes.
Findings related to demographic characteristics 
revealed women comprised 80% (n = 25), and men comprised 
20% (n = 6) of the sample. The sample population ranged 
from ages 65 to 94 years with a mean age of 75 years. 
Eighteen subjects (58%) were white, and 13 (42%) were 
black. An equal number were widowed or married (n = 13, 
42%), whereas 3 (10%) were divorced and 2 (6%) were 
single.
Eighty percent of the subjects reported a variety of 
illnesses and surgeries. However, 5 subjects (16%) 
reported never having had a major illness or surgery. The 
mean number of illnesses for each subject was 2; the mean 
number of surgeries was 1. Diabetes and hypertension were 
the most frequently reported illnesses.
This group of subjects described health as a valuable 
commodity. Many of the subjects reported health meant 
"everything." Their greatest fears were that an existing 
health problem would get worse or a debilitating condition 
might develop.
To maintain their health, subjects reported adhering 
to a balanced diet, exercising, and taking medications. In 
addition, they focused on staying busy by participating in 
activities held for senior citizens, attending church 
services, or actively participating in volunteer work.
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They also thought that keeping a positive attitude would 
maintain their health. All but two of the participants had 
family doctors whom they visited regularly. All of the 
subjects had utilized other health care providers in the 
past.
Fifty percent of the subjects in this study expressed 
need for services, such as blood pressure screening, 
health education classes on diet, cholesterol reduction, 
hypertension, diabetes management, and new therapies in 
health care. A few of the subjects (n = 4, 13%) described 
a future need for home care services by nurses.
Recommendations included the need to address health 
beliefs and practices of older persons in nursing 
curricula. In the practice arena, provision of health 
education and updated interventions for elderly clients 
should be a priority for clinicians.
A study by Strain (1991) was designed to investigate 
the influences of health beliefs on the use of health and 
social services by elderly individuals. The research 
population was aged 60 and over who were not in long-term 
or acute care institutions.
A random sample of 743 subjects was generated by an 
agency that is responsible for all health insurance 
claims. The principal investigator and coordinator trained 
additional interviewers to assist with the self-reported 
method. Seven hundred forty-three subjects were
15
interviewed for approximately 90 minutes. Once data 
collection began, the primary investigators maintained 
close contact with the interviewers.
The researchers sought to examine the utilization of 
services such as physician visits, hospitalization, and 
overall health service use. In terms of the number of 
physician visits, 75% had a general practitioner; 18% 
visited a medical specialist; 2% used sources such as 
chiropractors, dentists, and physiotherapists, while 5% 
reported no source of care. The participants who had no 
regular source of care (6%) visited the physician less 
than once a year on average. Also, 9% of the individuals 
who reported having a physician as a regular source did 
not make visits on a regular basis. Eighty-two percent 
reported regular physician visits ranging from 1 to 12 
times yearly.
In terms of hospital utilization, 16% had been 
hospitalized during the last 12 months. The number of days 
hospitalized ranged from 1 to 153; however, the majority 
stayed less than 1 week.
The final services examined were the overall health 
services used in the past year. There was a wide variety 
of health care services used which included general 
practitioner (74%), pharmacist (69%), medical labs (56%), 
and medical specialists (48%). Less frequently visited
16
services were emergency (17%), hospital (16%), public 
health nurse (7%), and home care (7%).
The three services examined (physician visits, 
hospitalization, and the use of overall health services) 
were correlated with the following independent variables : 
need, enabling, and predisposing factors. The hierarchical 
regressive analysis was used in data analysis. Based on 
the hierarchical intentions, an individual must first 
perceive a need for services. Once a need is established, 
then the person must be able to use it as well as 
predispose toward its use.
The results extracted from the physician visits 
revealed that medical skepticism emerged as statistically 
significant (p < .01). Individuals more skeptical of 
medicine tended to have fewer physician visits. Health 
maintenance was not related to the number of physician 
visits. When taken together, health beliefs accounted for 
3% of the differences. The need factor emerged as the most 
important determinant of the number of visits to the 
physician. The need factor included individuals with poor 
beliefs of health, several chronic problems, problems 
which caused pain or worry, and health problems that 
decreased their activity in the last year were likely to 
report more visits. In evaluating hospitalization, medical 
skepticism was again the only health belief that was 
statistically significant. Skeptical individuals were less
17
likely to have been hospitalized. The researchers found 
this to be a relatively weak relationship, and medical 
skepticism added less than 1% to the explained variance. 
The need factor emerged here as the most important 
variable.
Hospitalization is associated with the existence of 
health problems which can limit activities. Men were 
reported to be hospitalized more often than women. The 
findings may reflect gender differences in the willingness 
to be hospitalized and/or differential treatment of males 
and females by physicians.
Lastly, the overall use of health services in the 
past year was examined. When the researcher considered all 
predisposing factors, enabling factors and need factors 
together, a belief in health maintenance activity emerged 
as important. Individuals who valued preventive health 
behavior tended to use more services. Overall, health 
beliefs contributed 4% of the explained variance. Need 
factors emerged once again when limitations in activities 
were due to health problems. More services were used by 
individuals with chronic health problems, poor health 
beliefs, and those who needed the assistance with 
activities of daily living.
Gillanders and Buss (1993) sought to investigate 
whether limited access to medical care and poor health 
were directly correlated among the elderly population in
18
rural Northeastern Ohio. The purpose of this study was to 
provide insight to health care providers who were 
concerned with understanding and improving health and 
access to care for rural residents. The individuals were 
noninstitutionalized elderly persons aged 62 years and 
older (N = 1,000). The most common conditions or disease 
process afflicting this group of elderly clients were 
cancer, hypertension, and heart disease.
A comprehensive questionnaire was administered which 
addressed health status problems and lack of access to 
health care. To measure the health status of the 
participants many factors were studied. One area of focus 
included subjective health information on the elderly’s 
perceptions of health. The Illinois Determination of Need 
Scale was used to measure function. The Determination of 
Need Scale combined 16 measures and unmet needs associated 
with activities of daily living (ADL) and instrumental 
activities of daily living (IADL). The health status also 
included information on whether the respondents used 
special aids or equipment (dentures, pacemaker, cane, leg 
brace, hearing aid, and others). Depression was assessed 
by using the Burnam Depression Scale. Other problems 
obtained from the respondents included any medical 
problems, whether they were experiencing symptoms, and the 
amount of time spent in bed because of illness or a health
19
condition. The participants had only two choices from 
which to choose (Gillanders & Buss, 1993).
Access to health care included many dimensions also. 
Utilization was one factor; therefore, several utilization 
questions were asked on the questionnaire. Monetary 
barriers were addressed. Respondents were asked if they 
were greater than 15 minutes from their health care 
facilities. Transportation problems were identified, as 
well as users of social services. Finally, the extensive 
tool asked the respondents about their concerns or 
perceptions regarding the health care system.
In conducting the research (Gillanders & Buss, 1993), 
four nonmetropolitan counties in Northeastern Ohio were 
selected to represent rural populations. There were no 
significant differences in demographic characteristics. 
Telephone interviews were conducted of 1,000 elderly 
persons living independently. The sample was obtained by 
using a random digit method. Eighteen professional 
interviewers who had extensive research experience 
administered the questionnaire.
The findings from this research by Gillanders and 
Buss (1993) included no strong correlation with health 
status measures and health care access. A few (2.9%) of 
the respondents reported difficulties accessing health 
care because of transportation. Also, there was low
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prevalence among the respondents to access health care or 
obtain medication because of the inability to pay.
There were mixed results in the distance from health 
care facilities. However, several dimensions were 
positively correlated with distance. The problems were 
associated with perceived health, functional status, 
symptoms, medical conditions, and use of medical aids.
Other findings by Gillanders and Buss (1993) included 
information on medical utilization. The geriatric 
individual who did not see a physician reported more 
symptoms and had more uncontrollable medical problems. 
Those who had not been hospitalized in the past year had 
lower subjective health beliefs and more worries, medical 
conditions and symptoms, and therefore problems with ADL,
IADL, and used more medical aids. Also, the elderly person 
who had not been hospitalized was more likely to report 
transportation problems, believe there was a shortage of 
physicians in his or her area, and reported limited access 
to social services.
Gillanders and Buss (1993) concluded that although 
many of the respondents suffered functional limitations, 
few had acute problems. Seventy-five percent suffered 
slight difficulties. Many of the respondents used medical 
aids, 61% used dentures, or 95% used glasses. The 
researchers contended that although the elderly had a 
variety of serious chronic medical conditions, only a
21
small segment reported that these health problems were not 
under control. Four additional problems surfaced with 
percentage ranges from 0.2 to 2.0 of the total elderly 
population. The problems included inability to reach a 
health care facility, having no health insurance, having 
no one to turn to for help, and having unmet needs in ADL 
and IADL measures. The researchers’ final assertion was 
that medical care was relatively accessible for the 
healthy and unhealthy and that poor health and poor access 
were associated but were not widespread.
The researchers had recommendations for primary 
caregivers. The first recommendation was for practitioners 
to find ways for the small number of elderly persons who 
suffer poor access to health care through various helping 
networks in rural communities. The second suggestion was 
to question patients about their coping strategies and 
barriers that impact their health. Finally, the elderly 
needed to become better educated regarding established 
social services, medical care options, and health 
promotion programs.
Stewart et al. (1989) studied the impact of certain 
chronic conditions, including CHF, compared with other 
conditions and no chronic conditions. The authors reported 
that this was the first large-scale effort to describe 
functioning and well-being of patients with a variety of 
chronic conditions. This study was one phase of the
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Medical Outcomes Study. The Medical Outcomes Study is a 
study of variations in physicians' practice styles and 
patients' outcomes in competing systems of care.
The Medical Outcomes Study Short-Form General Health 
Survey was used to measure the following dimensions of 
functioning and well-being: physical, role and social 
functioning, mental health, health perceptions, and bodily 
pain. These six health concepts were selected to be 
comprehensive in terms of those aspects of health 
considered most important to patients. All health measures 
were scored on scales of 0 to 100, with higher scores 
indicating better health. Internal-consistency reliability 
coefficients ranged from .81 to .88.
A total of 9,385 adults were randomly selected at the 
time of office visits to 362 physicians in three U.S. 
cities in 1986. The instrument was short (20 items), easy 
to understand, and took about 3 minutes to complete. 
Physicians reported that 296 (3.2%) patients of the total 
sample had CHF. Most of the CHF patients (86%) had other 
chronic conditions. Patients with heart failure reported 
significantly negative effects on all dimensions measured 
except bodily pain when compared with patients without 
chronic conditions. Stewart et al. (1989) drew the 
following conclusions:
1. The impact of chronic conditions on health was 
substantial, varied according to the conditions, and for
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most conditions involved all aspects of functioning and 
well-being.
2. Within each condition group, there was substantial 
variation in functioning and well-being that warranted 
further study.
3. Comorbidity among the conditions studied was 
common in clinical practice and should be routinely taken 
into consideration in studies of individual chronic 
conditions.
Stewart et al. (1989) recommended the use of general 
(non-disease-specific) surveys for monitoring outcomes in 
patients with chronic conditions. The rationale for this 
recommendation was that general measures of functional 
status and well-being reflected what was important to 
patients. Results could be compared to other patient 
populations and healthy populations.
An epidemiological study by Lindgren, Svardsudd, and 
Tibblin (1994) was conducted to evaluate the medical, 
social, and economic situation among elders aged 75 years 
or older in Uppsala, Sweden. Health conditions, quality- 
of-life measures, and housing problems were assessed. The 
purpose of the study was to measure the prevalence of poor 
eyesight, hearing problems, loneliness, and discontentment 
and to analyze to what extent these conditions affect 
well-being.
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A random sample (N = 959) of the eligible persons in 
the study population was sent a postal questionnaire. A 
total of 706 (74%) persons responded. One third of the 
elderly could not read a newspaper with or without 
glasses, and more than one third (37%) had impaired 
hearing. The proportion of people with vision and hearing 
problems increased significantly with age (p < 0.001). 
Forty-seven percent had some kind of mobility problem, and 
66% reported some form of sleeping problem. Forty-two 
percent felt lonely sometimes or often, and 65% were 
worried in most cases about the risk of falling. In spite 
of this, 87% rated their health as good and 79% were 
content or rather content with their situation.
Although eyesight and hearing problems were common in 
this study, Lindgren et al. (1994) concluded that they did 
not affect perceived health to any large extent. Mobility 
and sleeping problems, however, had a greater impact. 
Lindgren et al. suggested that perhaps more attention 
should be focused on efforts to improve older peoples' 
satisfaction with their life situations rather than on 
marginal improvements of their medical situation.
A study was conducted by Applewhite (1995) to 
determine the role of folk healing and its influence on 
health beliefs and practices. The researcher explored the 
cultural knowledge, belief and faith systems, and health 
care preferences and practices of elderly Mexican
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Americans. The elderly Mexican Americans were selected 
from two senior citizen centers. Twenty-five people agreed 
to participate in the ethnographic interviews. The mean 
age of the 25 participants was 76.6 years and 60% (n = 15) 
were women.
Cultural knowledge of folk healing varied among the 
25 participants. Most (88%) had an understanding ranging 
from a faint familiarity to a working knowledge of folk 
methods. Among the approaches used or heard about by the 
participants were the use of herbs and home remedies, 
witchcraft, praying, faith healing, midwifery, and the use 
of paraphernalia for spiritual and other related purposes. 
Participants first learned about folk medicine in early 
childhood and indicated they had received folk treatments 
as children and later in life sought folk healers to treat 
their children for common conditions such as colic. 
Skepticism about the effects of folk healing along with 
strong religious beliefs appeared later in adulthood. The 
participants turned less to healers and more to 
conventional health care providers, self-medications, home 
remedies, or God's divine will.
The beliefs and faith of the 25 participants were 
centered around herbal usage and divine intervention. The 
participants believed that herbs were effective in the 
treatment of mild illnesses such as headache to more 
serious problems such as hypertension. More severe
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problems were treated with modern medicine. The 
participants held a strong faith in God's will to deal 
with physical, social, and emotional problems accompanying 
old age. Many (68%) discussed optimal health care as 
combination of modern medicine, folk healings, and faith 
in the power of God.
When viewing the preferences and practices of the 25 
participants, 80% moved freely from traditional healing to 
modern health care depending on the type and seriousness 
of the illness. Economic hardship was the most important 
factor influencing their views about modern health care; 
85% indicated that they did not have money or health 
insurance to see a physician on a regular basis, even when 
they had a serious problem. Despite the fact that the 25 
participants expressed skepticism about some aspects of 
modern medicine, 85% indicated that a physician was still 
their first choice of treatment. Still, almost half (48%) 
indicated that they would consider other means if their 
physician could no longer help them with an illness.
Applewhite (1995) concluded that the elderly Mexican 
American participants did not reject modern medical 
interventions or folk healing, but they chose the method 
that seemed most accessible and appropriate for that time. 
However, some chose both approaches. The degree to which 
elderly Mexican Americans used folk healing may have been 
dependent on their ties to ethnic culture, health
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problems, access to and satisfaction with modern health 
care.
Applewhite (1995) recommended that health care 
professionals who serve elderly Mexican Americans assess 
the clients' cultural orientation toward folk healing 
before making recommendations for health care. 
Practitioners can often predict a client's preference for 
treatment based on the nature of the problem. Another 
recommendation was centered around accessible and 
affordable modern medical health care. The researcher 
suggested that health care professionals evaluate the 
effectiveness of traditional medication as compared to 
modern medicines and the effects of simultaneous use of 
folk and modern treatments.
Johnson (1991) sought to identify answers to three 
research questions:
1. What were the health care practices of the rural 
elderly?
2. What was the frequency of which these practices 
were used by the rural elderly?
3. Was there a correlation between the number of 
health care practices used and demographics ?
A total of 250 subjects were randomly selected from 
churches, physicians, senior centers, and support 
agencies. All 250 subjects who agreed to participate 
completed and returned their questionnaire. The research
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population included participants whose ages ranged from 68 
to 99 years old. There were 142 women and 108 men. The 
subjects lived in their own homes in Western rural 
communities.
Data were collected using the Personal Lifestyle 
Questionnaire. The survey consisted of 24 items on a 
Likert-type scale that measured the extent to which 
individuals engaged in selected health practices, such as 
frequency of health checkups, regularity of meals, type of 
diet, use of an exercise regimen, maintenance of weight 
within normal limits, adequacy of sleep, use of alcohol 
and tobacco, and driving habits. The response to these 
questions ranged from almost always, with a rating of 4, 
to never, with a rating of 1. The reliability coefficients 
ranged from .72 to .83.
The findings suggested that the majority of the older 
rural adults did not use positive healthy practices on a 
regular basis. When looking at the frequency of having a 
yearly physical exam, it was found that 122 (48.8%) of the 
subjects did not utilize this health screening practice. 
Similarly, 64.4% (n = 161) of the participants never had a 
yearly dental checkup. Of the 142 women in the study,
37.2% (n = 183) reported never engaging in self-breast 
examinations.
The dietary and exercise practices revealed similar 
results. The majority of the participants did not limit
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their daily caffeine intake (70.8%), did not choose foods 
from each of the four food groups each day (45.2%), nor 
did they maintain their weight within acceptable limits 
(34.8%). The exercise practices revealed that 205 (82%) 
did not have a planned exercise program. Similarly, 204 
(81.6%) subjects never played sports or participated in 
physical activity a minimum of three times a week, and 
76.8% (n = 192) never walked a mile or climbed five 
flights of stairs daily.
The frequency with which the study participants 
engaged in health practices related to tobacco and alcohol 
was documented. Most of the subjects did not smoke more 
than one pack of cigarettes per day. However, almost half 
had more than two drinks a day, and more than half 
combined alcohol with their use of medications.
Johnson (1991) concluded that these findings may be 
due to the inaccessibility of health care providers or 
health promotion programs in isolated rural areas. Without 
these providers and programs, health teachings may be 
neglected and, therefore, the influences of positive 
health practices on health status are disregarded.
Several recommendations were offered by Johnson 
(1991). Nurses must recognize the health practices of 
rural elders. Nurses who work with these clients should 
plan appropriate teaching programs to meet their needs.
The programs must consider the educational level, marital
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status, and gender of the individuals. The programs should 
also consider the values and beliefs of the rural elderly 
population. The nurses must consider the geographic 
isolation of the rural elder and consider innovative ways 
to promote health, perhaps through video and radio 
broadcasting. Finally, to enhance the relevance of health 
promotion and chance of success, nurses might find it 
useful to involve the elderly client in the planning and 
implementation of the activities.
Summary
The focus of this review of the literature was to 
investigate health beliefs and practices of older adults. 
However, the review of literature indicated that research 
was needed to examine the health beliefs of elders in 
order to assist in a healthier aging process.
Health beliefs, which included values concerning 
health and illness, had been influenced by many factors 
(Applewhite, 1995; Smith et al., 1991; Stewart et al., 
1989). The physical condition of the individual, social 
and mental health, as well as cultural values were the 
examples given. Davis et al. (1991) and Lindgren et al.
(1994) concluded that vision and hearing problems, not 
feeling well, pain, and mental illness, did not affect 
perceived health. Mobility and sleeping problems, however, 
had a greater impact.
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Little attention had been given to the elderly 
residing in rural areas. This population was often 
geographically isolated and lived in poor communities 
without public transportation. The rural elderly were 
subject to sickness and disability and acute and chronic 
problems. The rural health systems often lacked various 
health care providers, rehabilitation programs, skilled 
geriatric facilities, and home care programs. These 
observations implied that rural elderly were in poor 
health, in part due to medical care needs (Davis et al., 
1991; Johnson, 1991). However, despite medical problems, 
economic patterns, and social influences, the rural 
elderly valued health and believed their health problems 
were under control (Davis et al., 1991; Gillanders & Buss, 
1993). The health behavioral practices of the rural 
elderly in Alabama included a balanced diet, exercise, and 
taking prescribed medications (Davis et al., 1991). The 
rural elderly from both communities described a variety of 
illness care behaviors. They depended first on their own 
resources and then sought assistance from friends, family, 
or a health care provider (Davis et al, 1991; Gillanders & 
Buss, 1993).
The need for health services was addressed among the 
researchers. Health beliefs of the elderly influenced 
whether they would seek and accept help (Applewhite, 1995; 
Smith et al., 1991; Strain, 1991). There appeared to be a
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lack of information among rural elderly regarding 
established social services and medical care. Subjects 
also expressed a need for services such as blood pressure 
and diabetic screening, health related topics, and new 
therapies in health care. There were great opportunities 
for health promotion and preventive programs to maintain 
health and functional independence in older Americans 
(Davis et al., 1991; Gillanders & Buss, 1993).
The general consensus of the literature review was 
that health beliefs of the aged population were influenced 
by many factors. Although the factors that influenced 
health behavior and health practices varied among 
populations, the findings have important implications for 
primary caregivers. Interacting with the elderly about age 
or health beliefs could allow practitioners to demonstrate 
personal interest, obtain pertinent health related data, 
and gain insight into coping strategies that the elderly 
have utilized for long periods. These interactions could 
ultimately result in individualized care plans. Educative 
needs of individuals could then be addressed. The 
assessment of such educational needs could be used to 
strengthen program planning and to develop appropriate 
teaching materials and strategies that could foster 
compliance to prescribed health care regimens.
Chapter III 
The Method
The purpose of this study was to identify, examine, and 
describe the health beliefs of elders with congestive heart 
failure (CHF). This chapter will explore research design, 
methodology, and procedure for data collection and data 
analysis.
Research Design
A descriptive design was chosen for this study to 
determine health beliefs of elders with CHF who are residing 
in their homes in Northeast Mississippi. Polit and Hungler
(1995) defined the purpose of descriptive research as a 
means to observe, describe, and document aspects of a 
situation as it naturally occurs in terms of frequency of 
occurrence rather than to describe relationships between 
variables.
Variables
Variables of interest. The variables of interest in 
this study were the health perceptions or beliefs of 




Control variables. The control variables included age, 
with all the participants being 65 years and older, 
geographical location in Northeast Mississippi, disease 
condition, orientation, and the ability to provide answers.
Extraneous variables. For the purpose of this study, 
extraneous variables included the participant's interest in 
answering the questionnaire, educational background of the 
participants, and state of well-being at the time of data 
collection. Limited visual and auditory acuities associated 
with the aging process were considered in this category.
Setting, Population, and Sample
The setting for this descriptive study was a nonprofit 
home health agency located in Northeast Mississippi. A full 
range of treatment services are provided to clients of this 
agency. The accessible population of this study included 32 
clients of the home health agency. The CHF manager provided 
a list of all eligible candidates for the researcher.
Because subjects have to be oriented and able to provide 
answers to the questionnaire for themselves, only those who 
were oriented to person, place, and time were selected for 
the study. The sample (N = 32) included male and female 
clients 65 years and older who resided in their own homes 
and were clients of a Northeast Mississippi home care 
facility. Also, the sample population had been diagnosed 
with CHF by a physician or nurse practitioner. A sample of 
convenience was used because the population being sampled
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was readily available to the researcher and there was a 
limited time frame allotted for the study.
Methods of Data Collection
Instrumentation
The Demographic Data Sheet (see Appendix A) was used to 
gain information on the subjects by auditing charts for age, 
gender, ethnicity, marital status, educational background, 
household status, length of time diagnosed with CHF, how 
many times hospitalized during this year (since January 
1996), other chronic health problems, list of drugs, and 
functional status. The Health Perceptions Questionnaire 
(Ware, 1976) (see Appendix B) provided information about 
health beliefs.
The Health Perceptions Questionnaire consisted of a 
5-response forced-choice, Likert format ranging from 
definitely true to definitely false. Each statement was 
scored on a scale of 1 to 5 with 5 assigned to definitely 
true and 1 definitely false. All responses were added, and 
scores ranged from 32 to 160. Higher scores indicated 
positive health beliefs, and lower scores indicated negative 
health beliefs. The higher the score, the more positive the 
health beliefs. Reliability of the instrument was estimated 
to have an internal consistency coefficient ranging from .45 
to .92 (Ware, 1976).
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Procedures
This research was approved by the Mississippi 
University for Women Committee on the Use of Human Subjects 
in Experimentation (see Appendix C). The purpose and nature 
of the study were explained to the agency's branch manager, 
and permission (see Appendix D) was sought and granted from 
the agency to approach individuals for participation in the 
study.
Prior to the home visits, the researcher audited the 
charts of potential participants. The investigator then 
traveled to the homes of clients to obtain consent and 
collect data from each client. Proper orientation of the 
elders was then determined by asking name, location, and the 
day of the week. The researcher explained the nature and 
purpose of the study to each of the participants. The 
participants were informed that completing the questionnaire 
would take approximately 15 minutes. Each potential 
participant was given a consent form which also explained 
the nature and purpose of the study (see Appendix E). The 
signed consent form from each participant indicated their 
willingness to participate in the study with the guarantee 
that all data obtained from the questionnaire would be kept 
confidential and reported as group scores. Participants were 
allowed time to ask any questions regarding the study. The 
questionnaire was then administered to each participant to 
complete alone or read aloud by the researcher when
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assistance was needed. After the questionnaire was 
completed, the researcher expressed appreciation for each 
individual's time and cooperation. Data collection took 
place from March through June 1996.
Participation in the study was voluntary and elder 
subjects were assured that participation in the study would 
not affect their care from the home health agency in any 
way. There was no discomfort or risks to the participants 
other than the possible inconvenience of the time it took to 
answer the questionnaires. The elders were informed that 
they could refuse to participate or withdraw at any time 
without affecting their health care in any way.
Methods of Data Analysis 
Data were analyzed through the use of descriptive 
statistics. Descriptive statistical measures such as the use 
of frequency and percentage were utilized to analyze 
demographics and the health perception items as identified 
by the elderly subjects with CHF.
Limitations 
The following limitations were identified :
1. The sample was selected from a Northeast Mississippi 
geographical location which prevents generalization to other 
areas of the country.
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2. The sample consisted of elderly clients in a rural 
setting which prevents generalization to those in urban 
areas.
3. The sample consisted of elderly clients 65 years and 
older which prevents generalization to individuals under 65 
years of age.
4. The sample consisted of clients of a home health 
agency which prevents generalization to elderly who were not 
receiving home health visitations.
Summary
This chapter presented the research design, variables, 
setting, sample, and population for the study. Methods of 
data collection including instrumentation, procedures, and 




The purpose of this study was to identify, examine, and 
describe the health beliefs of elders with congestive heart 
failure. To accomplish this purpose, the Health Perceptions 
Questionnaire (HPQ) was administered to 32 subjects. In this 
chapter a description of the sample is presented as well as 
findings from the demographic data. Data were analyzed 
through the use of descriptive statistics, and results are 
described in this chapter to answer the research question.
Description of Sample
The convenience sample (N = 32) consisted of elders who 
were clients of a major home health agency in rural 
Northeast Mississippi. All subjects were diagnosed with 
congestive heart failure (CHF). The sample included 22 (69%) 
females and 10 (31%) males. Ages ranged from 65 to 86 years 
with a mean age of 75.6 years. The participants were either 
African American (n = 4, 12%) or Caucasian (n = 28, 88%). 
Over half of the participants (66%) were widowed while 31% 
were married. The mean educational level of the participants 
was 10 years. Forty-one percent had less than a high school 
education, and 19 of the participants had a high school 
education; however, only 13 (41%) of the 19 graduated with a
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high school diploma. Thirty-eight percent (n = 12) lived 
alone while 62% (n = 20) lived with a spouse or other family 
member. Findings related to demographic characteristics of 
the sample are presented in Table 1.
Over half (n = 22, 68.8%) of the subjects had not been
hospitalized during the year of data collection while 10 
(31%) had one hospital stay. Of the 32 subjects (n = 14,
44%) had at least two additional chronic illnesses while 11
(34%) had four or more chronic illnesses. The most
frequently reported chronic illness was hypertension (66%). 
Additionally, 50% of the subjects had other heart-related 
problems, other medical problems consisted of COPD (n = 4), 
stroke (n = 5), and mental health problems (n = 5). Findings 
regarding health problems of the elder subjects are depicted 
in Table 2.
The subjects were on numerous medications. Two were 
prescribed three medications, one was prescribed 10 
medications, and 90% (n = 29) were prescribed at least 
five medications. The following is a list of the category 
of drugs these subjects were taking; (a) Analgesic/ 
Antiinflammatory, (b) Anticoagulant, (c) Vasodilator,
(d) Antihypertensive, (e) Electrolyte, (f) Beta blocker,
(g) Antidiabetic, (h) Calcium channel blocker, (i) Ace 
inhibitor, and (j) Inotropic.
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Table 1
Raw Data Including Demographic Variables and Scores on the 
Health Perceptions Questionnaire
Subject Age Sex Race MS ED HS HB
1 75 F W W 12 C 88
2 75 F W W 12 A 84
3 80 F W W 8 C 123
4 76 F w W 9 A 74
5 72 M w M 12 S 93
6 74 M w M 12 S 93
7 76 F w W 8 C 78
8 76 F w W 8 c 65
9 76 F w W 9 A 76
10 65 F w M 12 S 68
11 65 F w M 12 S 73
12 70 M B M 10 S 130
13 71 M B M 9 S 75
14 75 F W W 12 C 102
15 83 F w W 8 A 77
16 83 F w W 8 A 77
17 73 M B M 9 S 84
18 73 F W W 6 C 104
19 74 F w W 6 A 102




Subject Age Sex Race MS ED HS HB
21 75 F W W 8 A 85
22 77 F W D 12 A 131
23 77 F B W 12 C 80
24 84 F W W 11 C 83
25 86 F W M 8 C 106
26 85 F W W 12 A 127
27 78 M W M 8 S 101
28 83 M W W 12 0 99
29 86 M W W 12 0 107
30 76 M w M 8 S 100
31 70 F w W 8 A 77
32 75 F w W 12 A 82
Note. N = 32. ED = Education years completed. HS = Housing 
status (A = Alone, S = Spouse, C = Children, O = Other). HB 
= Health Belief scores.
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Table 2








Myocardial infarction 7 22
Atrial fibrillation 13 41
COPD 4 13
Stroke 5 16
Mental health problems 5 16
Note. N = 32.
The New York Heart Association functional
classification is often used to categorize CHF. Class I is
defined as no dyspnea with exertion. Class II is dyspnea 
with maximal exertion. Class III is dyspnea with minimal 
exertion, and Class IV is dyspnea at rest (Miller, 1994).
The subjects in this study were either classified in 
Category II or III with 13 (41%) subjects in Class II and 19
(59%) subjects in Class III. Subjects were classified by
this functional classification from Class I to IV.
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Health Perceptions Questionnaire
Descriptive statistics were generated to answer the 
research question, what are the health beliefs of elderly 
clients with congestive heart failure? The Health 
Perceptions Questionnaire (Ware, 1976) was used to obtain 
information about beliefs regarding various aspects of 
health. Ranges and means for the 32 participants were 
computed.
The HPQ is a 32-item questionnaire using a 5-point 
Likert scale. The more positively worded items were scored 
using the following scale; (a) Definitely true (5 points),
(b) Mostly true (4 points), (c) Don't know (3 points), (d) 
Mostly false (2 points), and (e) Definitely false (1 point). 
The negatively worded items were scored in reverse order.
The possible score range for the HPQ is 32 to 160. The items 
on the HPQ stressed general health and feeling states. The 
HPQ emphasized eight variables: prior health, current 
health, future health (health outlook), health 
worry/concern, resistance-susceptibility, sickness 
orientation (tendency to accept illness as a part of life), 
rejection of sick role, and attitude about going to the 
doctor (Ware, 1976). Higher scores indicate positive health 
beliefs. It is thought that individuals with positive health 
beliefs have an interest in health matters and general 
concern about health.
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The highest score on the HPQ for this sample was 131, 
with a range between 65 and 131 and a mean of 93. The 
findings in this study suggest that subjects in this sample 
had more positive than negative health perceptions. Health 
belief scores for subjects can be found in Table 3.
Table 3
Frequency and Percentage of Health Belief Scores
Degree of beliefs Scores f %
Low 32 - 74 4 12 .5
Medium 75 - 117 24 75.0
High 118 - 160 4 12 .5
Note. N = 32.
Table 4 shows the frequency with which subjects 
perceived their prior health. It was found that 50% (n = 16) 
of the subjects felt they had been so sick that they thought 
they would die; 31.3% (n = 10) thought it was that they had 
never had an illness which lasted a long period of time. The 
subjects responded that it was definitely false (62.5%, n = 
20) when questioned about never being seriously ill. Thus, 
prior health scores were low and indicated that the subjects 
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Table 5 presents the current health perceptions of the 
subjects. Seventy-one percent perceived that they were 
somewhat ill. Twenty (62.5%) of subjects reported that it 
was definitely false that they now feel better than they 
felt in the past. But when asked if they had been feeling 
bad lately, 46.9% chose to answer mostly false.
An analysis of the items on health outlook reveals 
37.5% (n = 12) of the subjects thought it mostly false that 
their health will be worse in the future, and 37.5% (n = 12) 
of the subjects reported it was mostly true that they expect 
to have a healthy life. As can be seen, 40.6% (n = 13) of 
the subjects did not know if they would be sick a lot in the 
future nor did they (56.3%) know whether they expected to 
have better health than other people their age. Findings on 
subjects' health outlook are depicted in Table 6.
Health worries or concerns were assessed for subjects 
by the HPQ. The majority of the participants (93.7%) 
reported that it was definitely or mostly true that they 
were concerned about their health. When asked if others 
seemed more concerned about their health than the subjects 
themselves, 28.2% thought this was true. Nineteen elders 
(59.4%) reported it was definitely or mostly true that they 
never worry about their health. Findings on health worry and 
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Table 8 illustrates findings on subjects' resistance or 
susceptibility to illness. Participants reported that their 
bodies seemed to resist illness very well by indicating 
definitely true (28.1%) and mostly true (28.1%) for this 
statement. The greatest percentage of respondents did not 
know if other people became sicker than they (37.5%).
In Table 9 the findings on sickness orientation of the 
subjects are presented. Getting sick once in a while was 
considered a part of life for 46.9% of the participants 
(n = 15). Additionally, 68.8% (n = 22) of the subjects 
indicated that it was definitely or mostly true that they 
accepted that sickness would occur at sometime for them.
The HPQ assessed rejection of the sick role and 
findings are depicted in Table 10. All subjects, except one 
(n = 31, 96.9%), did not let illness interfere with their 
lives. When the majority of subjects (65.6%) felt they were 
getting sick, they fought it. When sick, 87.5% of the 
participants (n = 21) reported they kept going as usual. A 
majority (62.5%) indicated that they informed others about 
their illness and did not keep it to themselves.
Table 11 illustrates the attitudes of subjects toward 
going to the doctor. Half (50%) of the participants 
indicated that they did not like going to the doctor in 
response to question 8. However, when asked if they were 
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This group of subjects was currently concerned about 
health and health matters. The subjects considered an 
occasional illness as part of their lives but did not allow 
sickness to interfere with their daily activities. They, 
therefore, rejected the sick role. Their prior health was 
considered so serious that many thought they had been sick 
enough to die. Current health beliefs were centered around 
the thought that they were generally feeling good during the 
interviewing sessions. The subjects were uncertain as to 
their future health but expected to have a healthy life. 
Finally, high and low scores were illustrated in all age 
groups regardless of gender, race, and educational levels.
Chapter V 
The Outcomes
Congestive heart failure is the most rapidly growing 
cardiovascular disorder in the United States. As the 
population ages, the prevalence of congestive heart failure 
(CHF) is expected to continue to rise (Sullivan & Hawthorne, 
1996). The health beliefs of elders as identified by these 
seniors provide crucial information in planning and 
providing quality health care services. For this reason, 
increased understanding of their interests and concerns is 
imperative.
This descriptive study sought to identify, examine, and 
describe health beliefs of elders with CHF. A convenience 
sample of 32 elderly individuals was accessed through a 
local home care agency in Northeast Mississippi. Demographic 
data were collected to describe the sample population.
Health beliefs were measured by the Health Perceptions 
Questionnaire (HPQ). Data were analyzed through the use of 
descriptive statistical measures such as frequency and 
percentage. This chapter discusses the findings, 




The sample consisted of 32 elders who were primarily 
women (88%). Subjects ranged from age 65 to 86 years with a 
mean age of 75.6 years and represented an educational level 
from 6 to 12 years with a mean of 7 years. The majority of 
the sample was of the Caucasian race (88%). Finally, 66% 
were widowed and 31% were married.
One research question guided the study; What are the 
health beliefs of elderly clients with congestive heart 
failure? Descriptive analysis revealed medium health 
perceptions among 75% (n = 24) of the subjects. Medium 
health perception scores are those that have neither 
negative nor positive health perceptions. Subjects with 
medium health beliefs would perceive that they could benefit 
from adequate education. Those with low health perceptions 
probably would not benefit from educational assistance 
because they would not perceive illness as an issue or would 
not be concerned enough to seek professional help. The 
subjects with high health perception scores would understand 
the need to seek help and the consequences if medical 
assistance was not sought. Most of all, these individuals 
would be most likely to assume responsibility for their 
health status. All of the subjects in the current study were 
concerned about health matters. However, high, medium, and 
low scores appeared among all age groups, genders, races, 
and educational levels.
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The subjects in this study were relatively a 
heterogenous group in terms of educational levels and age. 
The majority were female and of the Caucasian race. However, 
the participants reported beliefs of health were similar.
The results of this study indicate that the rural elderly 
residing in Northeast Mississippi have more positive health 
beliefs than negative health beliefs with a majority having 
medium health beliefs. The majority of the subjects (62.5%) 
had a serious illness in the past. Twenty (62.5%) of the 
subjects reported that because of present illnesses and the 
chronicity of their problems, their past health was better 
than the present. However, 19 elders (59.4%) reported that 
they never worry about their health. This does not mean that 
they were not concerned about health because the majority of 
the participants (93.7%) felt health was a major concern for 
them. Although CHF patients are more susceptible to 
infection because of their disease process, the participants 
(56.2%) in this study felt they could resist illness but 
that illness would occur at sometime for them (68.8%). Even 
though the subjects had adjusted to sickness as part of 
their lives (46.9%), illness was not allowed to interfere 
with daily activities (87.5%).
Discussion
The sample size utilized in this present study is not 
representative of the elderly individual of Northeast 
Mississippi since this was a convenience sample. The sample
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consisted of individuals with some mobility limitations who 
were not highly functioning adults. These subjects were 
assisted by the services of home care, and some subjects 
utilized these services more than others. The utilization of 
home care services may have impacted the health beliefs in a 
positive manner. Sixty-eight percent lived with a spouse or 
another family member. These results may have enhanced the 
quality of life for these participants and could have caused 
their health beliefs to be more positive than negative.
The demographic data among the subjects in this study 
illustrated no particular type of subject profile. There 
were no differences in health beliefs among the demographic 
characters of subjects. There were positive, medium, and low 
scores among African Americans and Caucasians, both male and 
female subjects. These health beliefs were also present 
regardless of age group, educational level, and marital 
status. These findings may have been influenced by the small 
sample size. The demographic characteristics were similar to 
Davis et al. (1991). In Johnson's (1991) study, an increased 
number of health care practices were seen in women, married 
elders, younger elders, and elders with higher educational 
levels.
The subjects reported beliefs of health were similar; 
they were concerned about health and health matters. These 
findings are similar to Davis et al. (1991) who reported 
that older persons considered health a valuable commodity.
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These results were not supported by findings from Johnson's 
(1991) study which concluded that rural elders placed less 
value on health. The disparity in the results may possibly 
be due to the differences in sampling procedures and sample 
size in the current study and Johnson (1991).
The different data collection techniques in this study 
and Johnson's (1991) may have influenced the results.
Johnson mailed surveys to subjects, and the questionnaires 
were administered in the homes in this study. It is a 
concern in research that mailed questionnaires often have an 
incidence of non-return response and lack of control on who 
completes or influences the participants. Data collection in 
the home allows the researcher a higher level of control 
over extraneous variables. It is believed by the researcher 
that on-site collection in this study enhanced the 
validation of the findings and limited outside bias.
In this study, major themes involving health were 
closely associated with feeling states. The manner in which 
the subjects knew they had either positive or negative 
health beliefs was associated with an effective assessment. 
For example, health was described as "I have been feeling 
bad lately," or "I feel better now than I ever have before." 
According to Davis et al. (1991), loss of health was greatly 
feared and dreaded and health meant everything. In this 
study, the majority of the subjects reported a history of 
serious prior illnesses as well as indicating that current
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health was worse now than what it used to be. The sickness 
orientation of subjects in this sample was that they 
expected illness to be a part of their lives, but it was not 
a major concern. These feelings were supported by Davis et 
al.'s (1991) study.
More than half (59.4%) of the subjects in this study 
reported they never worry about their health and this may be 
due to the availability of their families and the frequent 
visits of home care nurses. The participants in Johnson's 
(1991) study had worries about the maintenance of their 
physical health and sought to function independently and 
remain in their own homes. Davis et al. (1991) found that 
subjects were worried about becoming ill, dependence on 
others and being a burden, especially on others in regard to 
stroke and cancer. Since only 16% (n = 5) of the subjects 
reported having had a stroke and no information is known 
about cancer incidence for this sample, these subjects may 
not have been concerned about dependence upon others at this 
time.
Much of the literature review did not address whether 
subjects considered themselves susceptible to illnesses. The 
subjects in Johnson's (1991) study lacked knowledge in 
regard to health related issues. A majority (75%) of the 
subjects in this study reported they believed that getting 
sick occasionally was part of life. However, the
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participants also reported resisting illness well. Again, 
this may be due to the accessibility of health care.
In Davis et al.'s (1991) study, rejection of the sick 
role was illustrated by the elders staying busy in such 
activities as senior centers, church, volunteer work, and 
maintaining a positive attitude. They, therefore, did not 
focus on the sick role. The subjects in the current study 
likewise continued activities as usual, as the overwhelming 
majority (96.9%) reported that they tried not to let illness 
interfere with their lives.
It is reported that individuals with positive health 
behaviors visit health providers more readily (Johnson,
1991). The majority of the subjects (75.1%) in this study 
were not bothered by going to the doctor. However, the 
frequency of visits was not established. The participants in 
Johnson's (1991) study did not share close relationships 
with others. Conversely Davis et al. (1991) reported the 
majority of their subjects had positive health practices, 
but they did not have frequent health care visits for health 
screenings such as yearly physical examinations and dental 
visits. Therefore, since participants in the current study 
had close family ties and medium health beliefs, the 
researcher is inclined to believe that the subjects' 
visitation of health providers would be low in the current 
study.
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The subjects' scores reflect more positive than 
negative health beliefs. Most health belief scores fell in 
the medium range on the HPQ. It is likely that these 
subjects have engaged in some positive health practices, but 
the researcher did not investigate specific health 
behaviors. This information would have provided information 
about the subjects' ideas on disease prevention and health 
promotion. The literature review suggested that various 
factors influence health behavior and health practices, but 
generally the elderly clients needed to improve their 
health.
The HBM provided the theoretical framework for this 
study. The HBM emphasizes the need for concern about an 
individual's attitude and beliefs. Health behavior depends 
on four components of the HBM (perceived susceptibility, 
perceived severity, perceived benefits, and perceived 
barriers) as well as degree of interest in and concern about 
health matters in general. The HBM was a practical 
theoretical framework for this study, especially in 
generating findings on the health beliefs of the elderly 
subjects with CHF.
The researcher would like to report a few 
methodological problems with this study. This study utilized 
a lengthy questionnaire. This methodology represented an 
investment of considerable time for the subjects and the 
researcher. The amount of time required to complete the
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questionnaire increased with the age of the subject. The 
investment in time for the researcher was not rewarded by 
the number of questionnaires which were completed. The face- 
to-face interview allowed the researcher to answer 
questions. However, this type of survey is time-consuming. 
The questionnaire should have provided specific questions on 
CHF. In addition, the questionnaire should have included 
questions on how the sample maintained health (taking 
medications, balance diet, exercise). Obtaining information 
from the subjects on the need for services (blood pressure 
screening, health education) would have provided insight to 
the need for health promotion programs.
Conclusions
Based on the results of this study, several conclusions 
were made as follows:
1. Medium health beliefs were illustrated by the 
elderly subjects in this study.
2. To determine health, the elderly tended to rely on 
how they felt.
3. Positive health beliefs were not more common for any 
demographic characteristics of subjects.
4. Becker's Health Belief Model was an appropriate 
framework for investigation of health beliefs.
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Implications
With the continuing increase in the proportion of 
elderly adults in the population and as mortality from 
coronary heart disease decreases and more people are saved 
from premature death, the prevalence of CHF is expected to 
rise. Once CHF is clinically recognized, it has a very high 
mortality rate. Nursing must not only recognize the 
incidence, prevalence, and mortality but must also accept 
the responsibility of adequately educating nurse 
practitioners in methods to improve the health beliefs of 
the elderly as well as in the care of these individuals.
The advanced practice nurse must carefully assess the 
health beliefs and behaviors of the elderly, especially 
those at risk for health problems and chronic illnesses. The 
nurse practitioner should use this information to 
individualize care. Health and illness behavior is 
influenced by how an individual perceives health. Another 
role of the nurse practitioner is to provide intensive 
patient and family education about the treatment plans 
related to patients' beliefs about health and illness.
According to several researchers in the area of health 
beliefs and health practices (Davis et al., 1991; Gillanders 
& Buss, 1993; Strain, 1991), elders who were concerned about 
health and valued health expressed the need for services, 
such as blood pressure screening, health education classes 
on diet, cholesterol reduction, hypertension, diabetes
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management and new therapies in health care. This current 
study did not seek information from subjects on their 
specific health needs, but the data revealed that they were 
concerned about general health matters despite medical 
problems. Therefore, the nurse practitioner as advocate and 
educator has a responsibility to develop health promotion 
programs. The elderly clients need to be involved in actual 
planning and implementation of health promotional 
activities, thus increasing the incidence in the success of 
these programs.
To meet the needs of this population who often are 
inaccessible to programs, innovative means were suggested 
(Davis et al., 1991; Johnson, 1991). Nurses may want to 
consider videotaping health promotion messages and encourage 
individuals to watch them in their homes. Additionally, 
nurses may want to consider broadcasting short radio 
programs which focus on health promotion. Local radio 
stations may be willing to include short commercials on 
areas of interest for the older adult. Nurses should 
consider visiting local church and support groups at their 
scheduled meeting times to deliver health promotional 
messages that are focused on elder clients’ health beliefs.
The nurse practitioner must conduct research to 
evaluate the effectiveness of education, counseling, and 
health screening on the elderly as well as their family. The 
research should include the effects of education on nursing
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function. This information will either guide direction for 
the continuation of services or perhaps the elimination of 
unnecessary programs or curricula.
Recommendations
Based on the findings of this study, the following 
recommendations were made:
1. Conduction of further research using a larger 
sample.
2. Conduction of further research with elderly in urban 
areas to determine similarities and differences in health 
beliefs for both rural and urban elderly populations.
3. Conduction of future qualitative research with 
elderly to determine their beliefs and needs.
4. Conduction of research to determine health care 
practices and needs of the elderly with congestive heart 
failure.
5. Implementation of education about health beliefs and 
practices in nurse practitioner curricula.
6. Education of elders and other health care providers 
on positive health beliefs and behaviors.
7. Conduction of research to include Orem's Self-Care 
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5. Last year of school completed:__________________________
6. Household status (check one)
  Live alone
  Live with spouse
  Live with children
  Live with other relative
  Live with friend
7. How long has the individual been diagnosed with 
congestive heart failure?
  Month(s )
  Year(s )
8. How many times has the individual been in the hospital 






  More than 5
9. List other chronic health problems.
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10. List all drugs:
11. Functional classification:






Early failure; no symptoms with regular 
exercise or restrictions.
Ordinary activity results in mild 
symptoms, but comfortable at rest.
Advanced failure ; comfortable only at 
rest; increased physical restrictions.






Please read each of the following statements and then 
check one of the numbers on each line to indicate whether 
the statement is TRUE or FALSE for you.
There are no right or wrong answers.
If a statement is definitely true for you, circle 5. 
If it is mostly true for you, circle 4.
If you don't know whether it is true or false, circle
3.
If it is mostly false for you, circle 2.
If it is definitely false for you, circle 1.
Some of the statements may look or seem like others, but 
each statement is different and should be rated by itself.
1. According to the doctor I've seen,
my health is now excellent. 5 4 3 2
2. I try to avoid letting illness
interfere with my life. 5 4 3 2
3. I seem to get sick a little
easier than other people. 5 4 3 2
4. I feel better now than I ever
have before. 5 4 3 2
5. I will probably be sick a lot
in the future. 5 4 3 2
6. I never worry about my health. 5 4 3 2
7. Most people get sick a little
easier than I do. 5 4 3 2
8. I don't like to go to the
doctor. 5 4 3 2
9. I am somewhat ill. 5 4 3 2
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If a statement is definitely true for you, circle 5. 
If it is mostly true for you, circle 4.
If you don't know whether it is true or false, circle
3.
If it is mostly false for you, circle 2.
If it is definitely false for you, circle 1.
10. In the future, I expect to 
have better health than other 
people I know.
11. I am so sick once I thought 
I might die.
12. I'm not as healthy now as I 
used to be.
13. I worry about my health more 
than other people worry about 
their health.
14. When I'm sick, I try to just 
keep going as usual.
15. My body seems to resist 
illness very well.
16. Getting sick once in a while 
is part of my life.
17. I'm as healthy as anybody I know
18. I think my health will be worse 
in the future than it is now.
19. I've never had an illness that 
lasted a long period of time.
20. Others seem more concerned 
about their health than I am 
about mine.
21. When I'm sick, I try to keep 
it to myself.
22. My health is excellent.
23. I expect to have a very 
healthy life.
5 4 3 2 1
5 4 3 2
5 4 3 2
5 4 3 2
5 4 3 2
5 4 3 2
5 4 3 2
5 4 3 2
5 4 3 2
5 4 3 2
5 4 3 2
5 4 3 2
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If a statement is definitely true for you, circle 5. 
If it is mostly true for you, circle 4.
If you don't know whether it is true or false, circle
3.
If it is mostly false for you, circle 2.
If it is definitely false for you, circle 1.
24. My health is a concern in my
life. 5 4 3 2
25. I accept that sometimes I'm
just going to be sick. 5 4 3 2
26. I have been feeling bad lately. 5 4 3 2
27. It doesn't bother me to go
to a doctor. 5 4 3 2
28. I have never been seriously ill. 5 4 3 2
29. When there is something going
around I usually catch it. 5 4 3 2
30. Doctors say that I am now in
poor health. 5 4 3 2
31. When I think I am getting sick,
I fight it. 5 4 3 2
32. I feel about as good now as I
ever have. 5 4 3 2
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I am currently enrolled in the graduate nursing program at 
Mississippi University for Women. I am presently 
investigating health perceptions in adults with congestive 
heart failure.
I would like permission to distribute the Health 
Perceptions Questionnaire to your patients. The 
questionnaire will be administered in the homes. There may 
be as many as 7 0 potential participants in this study. I 
would like to elicit the cooperation of the nurses who 
provide care for these patients by helping me with 
collecting data.
There is no risk involved in completing these 
questionnaires. Confidentiality for the participants is 
guaranteed. Neither your agency nor the participants will 
be identified in the study.
Enclosed are copies of the questionnaire and a consent 
form for the participants. If you have any questions or 
concerns regarding the study, please feel free to contact 
me at your convenience.
I would appreciate your cooperation with this research 
project. Your immediate attention to my request will be 
greatly appreciated.
Sincerely,
Collette Dixon, RN 
Enclosures
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I am a registered nurse and a graduate student at the 
Mississippi University for Women. I am conducting a 
research study on health perceptions of adults with 
congestive heart failure. Hopefully, the outcome of the 
study will serve to benefit people with congestive heart 
failure in the future.
Participation in this study would require you to answer 
one questionnaire, which should take approximately 15 
minutes. All answers will remain confidential and will be 
reported as group scores only. They will be used for this 
study only. Participation in this study will be strictly 
voluntary and will not in any way affect your health care 




I have read, or been read, the nature and purpose of this 
study. I understand that measures will be taken to ensure 
confidentiality. I am aware that I may withdraw from this 
study at any time. I agree to participate in this study.
Date Signature of Participant
